(0.3-1.4 Full Time Equivalent (FTEs)) were reported, and productivity in items packed per person per hour increased. Patient's waiting time and prescription filling time decreased, but did not translate to changes in staff perception of workload or time spent filling prescriptions. Some cost savings (pharmacy expenditure & labor cost) and an increase in over-the-counter sales were noted. Perception of work stress seemed to be decreased despite satisfaction level being unchanged post-automation. Conclusion: Implementing pharmacy automation technologies in an outpatient or community pharmacy setting reduces medication error, increases productivity in settings fulfilling certain criteria, but does not affect job satisfaction. When deciding processes to automate, due considerations in prescription load, degree of order customization and context of practice should be given to ensure maximum benefit and cost effectiveness of implementation. Objectives: Intrapartum stillbirth and newborn mortality in the first 24 hours of life remain high in Ghana. A low-dose/high frequency (LDHF) training package on care during labor and the postnatal period was designed to give health workers in maternity wards the knowledge and skills needed to address these problems. The intervention included two 4-day on-site (low-dose) trainings followed by weekly (high-frequency) midwife-led practice sessions, and one year of mMentoring, or use of SMS messages about content covered during the low-dose sessions and in-person and telephone supervision by regional mentors Parallel to a cluster-randomized evaluation conducted between March 2014 and March 2017, a qualitative study was conducted to understand the experiences of health workers and stakeholders involved in implementation of the LDHF training approach. The main aim of this study was to investigate acceptability and sustainability of the LDHF training approach.
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ISQUA17-2824 QUALITATIVE EVALUATION OF LOW-DOSE HIGH
Methods: A combination of semi-structured in-depth interviews and focus group discussions was used to investigate experiences and opinions about the LDHF training approach in providing quality maternal and newborn care services. In total, 20 in-depth interviews and nine focus group discussions were conducted with individuals who participated in and benefitted from the implementation of the LDHF training package at 40 facilities in three regions of Ghana. Findings were analysed using thematic content analysis methods. Coding and analysis of themes from the codebook was done using the Atlas.ti version 7.0 qualitative analysis software. Ethical approval and oversight was provided by Johns Hopkins Bloomberg School of Public Health Institutional Review Board and the Ghana Health Service Ethics Review Committee.
Results: The study revealed that providers made tremendous improvements in quality of care at the time of labor, birth and the immediate postnatal period (in all areas taught during the knowledge and skills-focused training). Comments from informants indicated that they were likely to use the newly learned interventions since they felt "empowered to work effectively and with boldness". In addition, this training approach is more practice than theoryoriented and all health workers from the maternity were invited to the on-site trainings. The mMentoring package employed subsequent to the low-dose trainings provided clinical reminders to health workers via SMS and was exceptional because it provided constant reminders to improve knowledge retention and practice. Regular practice with the MamaNatalie and NeoNatalie simulators (Laerdal) was perceived by health workers as easy comfortable, and gave insight on how to treat the "baby" as a real newborn in terms of practicing for proper resuscitation.
Conclusion:
The result of this study showed that LDHF training approach equipped and empowered providers to provide quality maternal and newborn care at the time of labor and birth. Also, stakeholders who accepted this approach to training promised to sustain it and advocated for scale-up to other part of the country. Objectives: To gain an understanding of the effect of social audit mechanisms to improve patient centered care for children in rural ambulatory clinics Methods: To address the major disease burden in children under five, the integrated management of childhood illness (IMCI) clinical practice guidelines designed by WHO and UNICEF for resource constrained contexts have been mandated nationally for routine screening and treatment for all children under five presenting in outpatient clinics. In rural settings, due to a plethora of system constraints, optimal quality has not been achieved. Social audit mechanisms offer opportunities for joint appraisal of structural and clinical quality, patient and provider satisfaction and more importantly shared decision making to improve healthcare quality. We performed an experimental trial in four rural districts in Zambia from 2013-2016. Social audit mechanisms, including community score cards and community health councils were integrated in clinics in two districts. Two other matched districts integrated community health councils and received interventions through the ongoing district systems strengthening programs. All primary care facilities in the district were included, and five children were randomly sampled from each outpatient clinic. Trained teams conducted observations of patient screening and caretaker counseling, followed by exit interviews with caretakers. Quality of care was determined by adherence to the IMCI clinical standards for patient screening and counseling.
ISQUA17-3007 ADVANCING PATIENT CENTERED CARE THROUGH SOCIAL AUDIT MECHANISMS IN RURAL ZAMBIA: EVIDENCE ON PEDIATRIC QUALITY OF CARE
Results: The final sample included 90 outpatient visits for children aged 1-59 months from 19 facilities. The quality of patient screening was significantly higher in clinics receiving the systems strengthening interventions than those receiving only the social audit interventions based on the IMCI assessment index (5.4 vs 4.3; p < 0.034). Caretakers of children in clinics with the district strengthening mechanisms had a 0.5 point higher mean counseling index (1.5 vs 1.00; p < 0.005). Though clinics receiving the systems strengthening interventions and community councils illustrated better compliance to IMCI standards of care, clinics receiving the community score card and community health council interventions, showed significantly higher child caretaker satisfaction with waiting times, (90.9% vs 55.6%, p < 0.002), and knowledge of return dates for follow up visits (34.1% vs 2.2%; p < 0.000). After adjusting for relevant covariates including child age, provider type, IMCI training, which are reported to be key predictors of quality of patient care in previous studies, the systems strengthening interventions emerged as significant predictors, along with frequency of supervision visits, and IMCI training. The dual objective of achieving universal coverage and optimal quality, will require complementary interventions for systems strengthening and social audit mechanisms, as clinics receiving community score card interventions also illustrated higher mean utilization in the past month, than those without (259.4 vs 198.2). Conclusion: Conclusions: Social accountability mechanisms have been shown to be effective in ensuring people centered care, however, in extremely resource constrained settings, efforts must be accelerated to ensure optimal system capacity to enhance clinical quality of care.
ISQUA17-1913 REDESIGNING THE NAMIBIAN HIV QUALITY IMPLEMENTATION MODEL TO IMPROVE QUALITY OF CARE SYSTEMS
A. BASENERO * , J. NEIDEL, P. LUPHAHLA, and H. NDAPEWA
MINISTRY OF HEALTH AND SOCIAL SERVICES (MOHSS), NAMIBIA, WINDHOEK, Namibia
Introduction: The Namibia HIV quality of care (HIVQUAL) program was initiated in 2007 by the Ministry of Health and Social Services (MoHSS) to monitor and improve the quality of HIV care provided in public health facilities. 37 sites were selected to participate including all 34 hospitals and 3 healthcare centres. Quality of care indicators were selected and performance was reviewed biannually using six months' worth of data. Annual Organisational Assessments (OAs) were introduced to assess quality management (QM) structures and were to be conducted at the sites by national quality improvement (QI) team as external assessors.
Peer learning networks were introduced where at the end of each performance measurement (PM) period, facility QI teams comprising of a doctor/pharmacist, nurse and data clerk would congregate to present their HIVQUAL performance reports. Sites were required to submit data to the national QI team prior to the learning network; a practice which they complied with until 2015 when several sites stopped submitting data. Furthermore due to inadequate staffing, the national QI team was unable to conduct annual OAs in all 37 sites. In addition, there was minimal consumer involvement at the sites and as well as at peer learning networks. Objectives: To restructure the Peer Learning Network model to ensure timely submission of data, conducting of annual OAs and active involvement of consumers. Methods: Restructuring of Peer learning network was initiated in January 2016 by MoHSS and relevant stakeholders who came up with a set of interventions to address the gaps. It was agreed that only sites that submitted data on time were to be invited to the peer learning sessions.
In addition to site presentations on PM data, technical support was to be provided to; identify quality gaps, design and initiate QI projects. The national QI team would conduct OAs at the peer learning session since key informants were already attending the meeting instead of going to the sites. Each participating site was required to nominate a consumer to participate in the learning network. Results: PM data submission from the sites improved from 0% in October 2015 to 100% by April 2016 (n = 37 sites). The same trend continued in October 2016 PM data review period. Conducting of annual OAs improved from 0% in 2015 to 100% by September 2016 (n = 37sites). As a result, each site drafted an annual QM work plan and initiated at least one QI project. A dashboard capturing OA results and QM site plans was developed to monitor progress.
Consumer involvement in learning sessions improved from no representation in 2015 to having consumer representation in 39% of sites (n = 37 sites) in 2016. Two consumer focus group discussions were conducted involving 15 consumers. Conclusion: Every system is perfectly designed to give exactly the results it achieves. Redesigning the HIV QI implementation model led to significant improvement in timely submission of PM data, conducting of annual OAs, active consumer involvement in QM activities and initiation of QI projects. 
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